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CHA..PI'ER I 
THE PROBLEM AND IEFINITION OF TERMS USED 
CHAPrER I 
THE PROBLEM AND 1EFINITIONS OF 'I'ER}.B USED 
The ability of a patient to ambulate and care for his daily needs 
in self-care is of vital importance in rehabilitation. 
For many disabled persons retraining in these basic skills is 
necessary for their physicial independence and as a foundation for 
total rehabilitation. The extent to which functional activities can 
be accomplished is generally unknown and is frequently overlooked, 
yet the social and vocational success as well as the emotional and 
physical well-being of the handicapped person may depend upon 
these abilities. 
1. The Problem 
Statement of the problem.-- The purpose of this study is to 
determine the change in functional ability of patients treated by y 
Corrective Therapy and subsequently discharged from the hospital 
during a four year period. It presents an analysis of the ability 
!/Corrective Therapy is the application of the principles, tools, 
techniques and psychology of medically oriented physical education 
to assist the physician in the accomplishment of prescribed 
objectives. It involves the application for therapeutic purposes 
of medically prescribed activity of an exercise and self-care nature. 
-2-
of the patients to perform certain physical rehabi1itation activities 
at the time of discharge from the hospital as compared to their 
abi1ity at the time Corrective Therapy was initia11y prescribed. 
Significance of the prob1em~-- The results of the study may show 
the value of Corrective Therapy in the total rehabi1itation program. 
The study attempts to show whether or not there is improvement in 
the patients' abi1ity to accomp1ish certain functional activities. 
The results may indicate a re1ative 1eve1 of improvement in 
functional abi1ity that could be expected from simi1ar programs at 
other hospitals, for patients in certain disabi1ity categories. 
Scope and Limitations.-- This study invo1ves a review of the 
prescriptions, periodic progress notes, and the final summary of 
each patient treated by Corrective Therapy and discharged from 
the hospital during a four-year period. 
The institution is a 305 bed general medical. and surgical 
hospital for veterans of the Armed Services of the united States. 
It is designated as a "Spinal Cord Injury Treatment Center" with 
approximate1y half of the beds assigned to the Cord Injury Service, 
where al1 patients require 1ong-term care and treatment. The 
hospital has a comp1ete Physical Medicine and Rehabilitation Service 
comprised of six sections: Corrective Therapy, Educational Therapy, 
Manual Arts Therapy, Occupational Therapy, Physical Therapy, and 
Recreation. The Corrective Therapy Section has a staff of five 
3 
therapists. It has a well-equipped clinic, and the patients who 
are unable to leave the ward are treated at bedside. 
A total of 580 patients were included in the study. All of 
these patients were discharged from the hospital during the four-year 
period. Patients who were still receiving treatment at the 
conclusion of the period were not included in the study. 
The patients varied greatly as to type and classification. 
However, because the hospital is a veterans' facility, few female 
patients were treated. Furthermore, since it is a general medical 
and surgical hospital, no patients with psychiatric disorders were 
admitted. It is significant to note that the Physical Medicine and 
Rehabilitation Service and therefore the Corrective Therapy Section 
must accept for treatment every patient referred, no matter what 
the disability. Therefore, no selection of patients on the basis 
of rehabilitation potential was made. 
Although most of the patients included in this study were also 
treated by other sections of the Physical Medicine and Rehabilitation 
Service, their fUnctional activity program was primarily the concern 
of the Corrective Therapy Section. 
4 
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2. ~finition of Terms 
Corrective Therapy~-- A profession which applies the principles, 
tools, techniques, and psychology of medically oriented physical 
education to assist th~hysician in the accomplishment of 
prescribed objectives. 
The general fUnction of the corrective therapist is to 
contribute to the overall rehabilitation effort of the physicially 
and mentally sick and handicapped through application for 
therapeutic purposes of medically prescribed activity of an 
gj 
exercise and self-care nature. 
E?Ysical Medicine and Rehabilitation (Medical Rehabilitation).--
"A dynamic concept and action program {designed) •••• to assist 
the patient in reaching the maximum of his physical, emotional, 
;} 
social and vocational potentials". 
YEditorial, "A New ~finition," Journal of Association for P sicial 
and Mental Rehabilitation (July-August 1955 , 9: :13 • 
g/Veterans Administration, Corrective Therapy in VA Hospitals, 
Centers, Domicilaries, and Regional Offices, Technical Bulletin 
lOA-357, ~partment of Medicine and Surgery, Washington, D.c., 
March 8, 1954, p.l. 
'J/Howard A. Rusk, Rehabilitation Medicine, The c.v. Mosby Company, 
St. Louis, 1958, P•7• 
5 
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Physiatrist.-- A physician who specializes in Physical Medicine.!/ 
Functional Ambulation.-- A patient is functionally ambulatory 
when he can walk without supervision or assistance, using aids 
{canes, crutches, braces, prosthesis) as necessary. He can rise 
from and sit in chairs; ascend and descend ramps, curbs and stairs 
with railings, and is capable of walking on relatively uneven 
terrain for limited distances. 
Self-care Independence.-- A patient is independent in self-
care when he is capable of accomplishing all daily self-care, toilet 
and hygienic activities without assistance, including such activities 
as dressing and undressing, shaving, washing, brushing the teeth, 
combing hair, smoking and feeding, using self-aid devices as 
necessary. 
Self-aid Devices.-- Devices constructed or adapted to provide 
independence in daily activities in spite of partial or total loss 
of function. 
Bed iatient. -- Patient is confined to bed and has minimal or 
no functional ability in ambulation or self-care activities. 
yw .A;. Newman Dorland, The American Illustrated Medical Dictionary, 
W.B. Saunders Company, Philadelphia, 1955, p.1156 
6 
Wheelchair Ambulation.-- A patient is wheelchair ambulatory 
if he is capable of maneuvering the wheelchair on all but very 
rough terrain and of accomplishing all daily wheelchair activities, 
including moving from bed to wheelchair and wheelchair to bed; wheel-
chair to car and car to wheelchair; wheelchair to chair and chair 
to wheelchair, using self-aid devices as necessary but without the 
assistance of others. The patient is not capable of functional 
ambulation. 
Assistance re~uired.-- The patient is capable of self-care, 
wheelchair or ambulation activities, only with the assistance of 
another person and necessary self-aid devices. 
7 
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CHAPrER II 
HISTORY AND REVIEW OF THE LITERATURE 
1. History 
If one were to exarndne the evolution of medicine as both an 
art and a science one of the most significant developments of 
recent years would be the increased emphasis upon Physicial Medicine 
and Rehabilitation. The modern trend in medical philosophy appears 
to be that treatment does not cease with definitive care but 
continues until the patient is re-trained to live with any limiting 
disability he may possess. Within this total area of Physical 
Medicine and Rehabilitation one of the most steadily developing 
trends has been a growing utilization of exercise and physical 
activity as an integral part of the medical program. 
During World War I and to a much greater extent during World 
ifar II, personnel with basic training in Physical Education made 
significant contributions to the reconditioning of battle 
casualties. Because of the value of this program during World War II, 
the Veterans Administration initiated a similar program as part of 
its Physical Medicine and Rehabilitation Service. Since that time 
other Federal, State, and Private Agencies have developed programs 
utilizing physical education personnel as Corrective Therapists. 
- 9 -
Physical Education has been included as a phase of rehabilitation 
by the Baruch Committee on Physical Medicine and Rehabilitation and 
its use in programs for the handicapped at all levels of education 
is firmly established. 
In discussing the value of the physical educator in y 
rehabilitation Freeman lists two major contributions to the 
program: 
"In the first place he has had extensive didactic 
experience in the problems of teaching physical skills and 
handling the wide variety of interpersonal relationships that 
always accompany the process. In the second place, and even 
more importantly, he has had the personal experience of deal-
ing at length with his own physical and emotional development, 
in the process of developing physical skills himself and try-
ing to correlate these experiences with the challenges of 
teaching." 
2. Review of the Literature 
Physical Training.-- Exercise and physical activity have been 
used in medicine to greater or lesser degrees throughout the ages. 
However, in recent years certain developments have taken place. 
Clarke lists several of these including one that states that there 
is an increased understanding of the necessity for teaching 
YRichard V. Freeman, "The Unique Value of Physical Education for 
Corrective Therapist," Information Bulletin, Physical Hedicine 
and Rehabilitation Service, Department of Medicine and Surgery, 
Veterans Administration, 1-Tashington, D.C., June 1954, p. 12. 
10 
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handicapped persons the ,:essential skills involved in ambulation and y 
self-care. 
gj 
In his forward to Buchwald's book, Rusk states that physical 
retraining in skills is necessary for carrying on the basic 
~ 
activities of daily living. He adds: 
'~cept in a few isolated instances, the physically 
handicapped person must be retrained to walk and travel, to 
c.are for his daily needs, to use normal methods of transporta-
tion, to use ordinary toilet facilities, to apply and remove 
his own prosthetic appliances, and to communicate either 
orally or in writing. Too frequently these basic skills are 
overlooked. The patient is given numerous medical, psycho-
logical and vocational services in preparation for e~loyment 
or self-care, but retraining in the activities of daily living 
is overlooked - with the result that the patient, being unable 
to walk and travel and care for himself, is also unable to 
utilize effectively the other medical, psychological, social 
and vocational services he has received for richer ·and fuller 
living. Retraining in the basic activities of daily living is 
primary; it is si~ly a matter of 'first things first', for 
daily activity skills are the basis for all subsequent 
activities. " 
;QOH. Harrison Clarke, "Schools of Physical Education and the 
Training of Physical Medicine and Rehabilitation Specialists," 
Journal of the Association for Physical and Mental Rehabilitation 
(March-April 1953), 17:2:44-47. 
g/Edwith Buchald, Physical Rehabilitation for Daily Living, 
Me Graw-Hill Book Co., Inc., New York, 1952, I>• vi. 
1/Loc. cit. 
11 
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other writers have recognized the importance of teaching 
functional activities as a major part of the total rehabilitation y 
program. A definition by Heyman states: "Rehabilitation means, 
therefore, a maximal recovery from physical or mental defects with 
attention first to the primary requirements of self care, locomotion 
and communication. And finally, it is adjustment to disability with 
gainful employment in a satisfying occupation." 
Several publications have dealt specifically with the teaching 
of self-care and ambulation activities. In a forward to one of these 
MUnro states that the meat of this physical rehabilitation is 
education in self-care and in self-propelled locomotion.g/ 
Patients, particularly those with serious physical disabilities, 
do not automatically accomplish these functional activities. As 
J/ . 
Lawton points out: "To stimulate and teach the patient in terms of 
daily necessities is not something that just happens or that is 
1/Clarence H. Heyman, "Rehabilitating the Rehabilitation Concept 
in the General Hospital," Hospitals·(November 16, 1958), 32:60 
g/Kenneth Deming, Frank Deyoe, Jr., and Alfred Ellison, Ambulation: 
Physical Rehabilitation for Crutch Walkers, Funk & Wagnalls 
Company, New York, 1951, P• x• 
J/Edwith Buchwald Lawton, Activities of Daily Living, Rehabilitation 
Monograph X, The Institute of PhYsical Medicine ana Rehabilitation, 
New York University-Bellevue Medical Center, New York, p. 4. 
12 
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picked up 'naturally' as he goes along, but it has to be carefully 
planned and practiced and the teaching towards this end should be 
recognized as an important program." 
Related Research~-- MUch of the writing in the field of 
rehabilitation and by therapists involved directly in the treatment 
of patients has concerned itself with techniques, methods and the 
social, psychological and economical aspects of rehabilitation. 
Also, much has been written on the effects of disability upon the 
individual. It is only recently that attempts have been made to 
study the changes that occur in groups of patients in relation to 
their functional abilities, although it has been assumed that a 
considerable improvement takes place as a result of training. 
One of the most extensive studies was done by Lee and his y 
associates in an evaluation of rehabilitation of 230 patients with 
hemiparesis or hemiplegia due to cerebrovascular disease. They 
found that on admission the majority of patients had a moderate to 
severe deficiency in their ability to carry out the activities 
essential to daily living~ At the time of discharge 84.5 per cent 
either had improved ambulation, or the deficit had resolved 
YPhilip R. Lee and others, An Evaluation of Rehabilitation of 
Patients with Hemiparesis or Hemiplegia Due to Cerebrovascular Disease, 
Rehabilitation Monograph XV, The Institute of Physical Medicine and 
Rehabilitation, New York university-Bellevue Medical Center, New York, 
1956, PP• 36-37· 
13 
completely; 88.1 per cent had either improved or had complete 
independence in self-care. However, the extent of the improvement 
is not indicated. They do state, however, that these improvements 
ivere clearly the result of rehabilitation training as less than 
50 per cent of the patients showed improvement in motor function 
and only 23.4 per cent had improvement in sensory function. 
y 
In an earlier limited study conducted in a part time program 
devoted primarily to the training of functional abilities, this 
writer found that 48 of 76 patients with di~gnoses of paraplegia, 
hemiplegia, ~utations and poliomyelitis became independent in 
their ambulation and self-care activities. Another 14 showed 
considerable improvement but could not accomplish all activities y 
required for complete independence. 
A survey of 95 custodial patients in a municipal hospital 
"JJ 
conducted by Dacso and his associates found that only nine were 
Y op. cit ~ , pp ~ 21, 23 ~ 
g/Fra:n.k Deyoe and William Lanigan, "A ColllillWlity Ambulation and 
Exercise Clinic," Journal of the Association For Physical and 
Mental Rehabilitation (July-August 1954), 8:4:ll7-ll9. 
~Michael M. Dacso and others, Survey of Ninety-Five Custodial 
Patients in a Municipal Hospital, Rehabilitation Monograph VII, The 
Institute of Physical Medicine and Rehabilitation, New York, 
University-Bellevue Medical Center, New York, 1954, J?P• 1.4-1.5 
14 
completely ambulatory, 11 wheelchair and semi -ambulatory, 56 
confined to wheelchair and 19 were bedfast. Regarding activities 
of daily living 30 were unlimited, 63 were limited and one each 
were severely limited or had no ability. The investigators 
y 
state "it should not be overlooked that a hospital atmosphere is not 
ordinarily conducive to progressive improvement in individual 
activity. To the contrary, progressive retrogression can be 
anticipated unless active steps are taken to avoid it." There is 
no report of improvement following training for this group. 
Classification of disease.-- To facilitate the handling of the 
data and to permit comparison of patients with similar medical 
conditions, it was necessary to develop specific disability 
categories. ~le there are many publications dealing with diagnostic 
classifications, these are related primarily to medical records and 
hospital statistics and were not readily applicable to this study. 
However, considerable leeway in the classification of cases for 
specific purposes is noted. y 
Servatia states that in the smaller hospital, there is 
generally no degree of specialization among the medical staff and, 
f/Ibid pp. 14-15 
g/sister Mary Servatia, Medical Case Record Analysis, The Catholic 
Hospital Association, St. Louis, p. 235-236. 
15 
therefore, it is permissible to classifY all cases under three or 
four broad headings. y 
Tamasulo, Rosenberg and M:Ltheny found that: "All hospitals 
find some classification of patients necessary in order to give the 
best possible care. This classification is not based on any single 
factor, such as etiology or type of treatment, but also on the 
interests of the patient." They add that within any one hospital 
the classification may vary. Some patients will be grouped to-
gether because of the etiology of their disease and others because 
of the similarity of the treatment required for their disease. The 
medical profession and hospital administrators have been intelligent 
enough not to bind their hands with fixed rules that might possibly 
interfere with proper care of patients. 
gj 
In discussing the collection of statistical data Huffman 
states: "The basic services of medicine and surgery may be sub-
divided into the sub-specialties as will best meet the needs of 
the hospital." 
'JJA. Tomasulo, Leo Rosenberg and Walter c. Matheny, "The 
Classification and Management of Patients with Long-Term Illness," 
Information Bulletin, Department of Medicine and Surgery, Veterans 
Administration, Washington, D•C •, August 30, 1957, P• 21. 
g/Edna K. Huffman, Manual for Medical Record Librarians, Physicians' 
Record Company, Berwyn, 1960, pg. 3Z7. 
16 
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y 
The World Health Organization recognizes that there are many 
approaches to the classification of disease' 
"The anatomist, for example, may desire a classification 
based on the part of the body affected. The Pathologist on 
the other band, is primarily interested in the nature of the 
disease process. The clinician must consider disease f~om 
these two angles but needs further knowledge of etiology. In 
other words, there are many axes of classification and the 
particular axis selected will be determined by the interests 
of the investigator. A statistical classification of disease 
and injury will depend, therefore, upon the use to be made of 
the statistics to be compiled." 
In a publication relating to program planning for the long-
term and the chronically ill patient the Veterans Administration 
notes that attention must be focused on the care of patients with 
chronic long-term illness in the medical, surgical and neurological 
gj 
categories. 
Disability Evaluation.-- To determine the functional improve-
ment of patients in each disability category, it was necessary to 
rate their abilities at the time of the initial prescription and 
again at time of discharge. While there are many tests and 
evaluation scales available, these are generally long, listing up to 
150 separate items to be rated. Although such scales as the 
Veterans Administration Self-care Activities-Functional Evaluation 
fjworld Health Organization, International Classification of 
Diseases, Volume l 1 World Health Organization, Geneva, 1951, p. vii. 
g/Veterans Administration, Planning, Information Bulletin, 
Department of Medicine and Surgery, Washington, D.C. August 30, l957, 
P• 3· 
18 
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chart and the work sheet and Activities of Daily Living Test used 
by the Institute of Physical Medicine and Rehabilitation provide 
detailed information on the functional ability of each patient, 
the information does not lend itself to either subjective or 
objective analysis. However, the many activities can be combined 
to determine an over-all functional level of ability. 
Dacso and his colleagues based functional evaluation on 
mobility utilizing various categories ranging from bedfast to wheel-
chair and ambulatory. !/ 
According to the Veterans Administration chronically ill 
patients may be completely bedfast, partially or completely wheel-
chair bound, semi-ambulant, or intermittently and partially y 
ambulant. 
Rusk, discussing Activities of Daily Living, classifies patients 
as (l) bed patients, (2) wheelchair patients, and (3) ambulatory 
'lJ 
patients. He then divides Activities of Daily Living into the 
following groups: (a) bed activities, (b) wheelchair activities, 
(c) self-care activities, (d) ambulation and elevation activities, 
!:/ (d) traveling activities. 
!/OP· cit. p. l4. 
5/Planning, Op. cit. P• 7. 
'l}Howard A. Rusk, Rehabilitation Medicine, The C. v. Mosby Company 
st. Louis, l958, P• l3S. 
!:/Ibid, pp l44-l45. 
CHAP.rER III 
PROCEOORE 
CirAP.rER III 
PROCEDURE 
Source of data.-- All patients who had received treatment in 
the Corrective Therapy program and were discharged from the hospital 
during the four year period are considered in this study. The 
patients were not aware of the study and were participating in a 
regularly scheduled treatment regime. There was no attempt to 
select patients because of a rehabilitation potential or from 
particular diagnostic categories. 
Patients were referred by their ward physician to the Chief, 
Physical Medicine and Rehabilitation (Physiatrist) for consulta-
tion. Corrective Therapy was prescribed when indicated by the 
physiatrist's examination and review of the case. Treatment was 
then initiated and continued until the patient was discharged from 
the hospital or had received maximum benefit from the program. 
The physiatrist's consultation report and the Corrective 
Therapists' periodic progress notes and final summaries were 
analyzed to determine the patients' abilities at the time of 
referral and upon discharge from the hospital. In addition to an 
analysis of these reports, most of the patients were known to the 
investigator and were observed by him during the entire period of 
hospitalization. Therefore, he was able to standarize the form of 
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the reports and summaries and to supplement the therapists' written 
evaluations with his personal observation~. In most cases, the 
final summaries were prepared by the investigator. 
Method of collecting data•-- Based upon the review of the 
literature relating to classification of disease, it was decided 
to group the oases into three major classifications: (l) Neurolog-
ical, (2) Medical; (3) Surgical. All cases were then grouped within 
these classifications based upon the primary disability. 
A. Neurological 
1. Hemiplegia 
2. Quadriplegia 
3· Paraplegia 
4. Polioll'.\Yelitis 
5· Progressive Neurological Conditions 
6. Other Neurological Conditions 
B. Medical 
1. Arthritic 
2. Cardiac Conditions 
3· Miscellaneous Medical Conditions 
c. Surgical 
l. Orthopedic 
2. Lower Extremity Amputations 
3· Miscellaneous Surgical Conditions 
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While it is recognized that additional categories within the 
three classifications could be listed, the writer's interest is in 
groups of cases rather than in individual or specific occurrences. 
The purposes of this classification was to facilitate the 
compilation of data in a manner that would answer questions about 
groups of separate but usually related conditions. Therefore, 
classification has been primarily by disability rather than by 
clinical disease entities. 
To permit comparison of the pre and post treatment capabilities 
of the patients studied, a functional evaluation scale was 
developed using modifications of the categories described in 
Chapter II and as defined in the definition of terms. This y 
permitted the development of a work sheet for each of the dis-
ability classifications. As the narrative summaries were reviewed, 
the necessary data was entered in the work sheets from which it 
could be compiled easily into chart form. 
Treatment of the data.-- The data obtained was posted in charts 
as the number of patients in each disability category in relation 
gj 
to their fUnctional ability. The numbers were then converted to 
percentages of the total number of patients in each category. 
~/Appendix A. 
g/Patients with multiple disabilities were listed only under the 
chief disability toward which treatment was primarily directed. 
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Initially, two charts were co~leted: one, showing the status of 
the patients at the time of the initial prescription; the second, 
showing the status of the patients at the time of discharge from 
!/ 
the program. 
Utilizing the percentage data from the general charts, 
consolidated tables were developed to show the per cent in each 
disability classification which could accomplish the major functional 
activities. By co~aring the per cent of pre-treatment acco~lish-
ment with the per cent of post-treatment acco~lishment a rate of 
change could be determined. In all categories a positive change 
would indicate i~rovement. 
In addition to analyzing the change within each disability 
classification, the data was compared in its entirety. Although 
this comparison may be less meaningful, it does present an over-
view of the rate of change that took place in the entire group of 
patients studied. 
f/Appendix B, and c. 
CHAP.rER IV 
PRESENTATION AND ANALYSIS 
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CHAPl'ER IV 
PRESENTATION AND ANALYSIS OF MTA 
In1 tially, all cases were reviewed and classified according to 
disability. Then, the f'unctional. ability of each patient was 
determined, both at the time of the initial prescription and again 
at the time of discharge from the program. This data was compiled 
into chart form, and tables were developed to compare the pre and 
post-treatment abilities in two major activities, ambulation and 
self-care, utilizing a per cent of change in each disability 
category~ 
1. Description of the Sample 
A total of 580 cases were considered. Although some were 
referred to Corrective Therapy prior to the initiation of the study, 
all were discharged from the program during the four-year period. 
The number of cases in each disability category is shown in Table 1. 
The large number of neurological cases indicates the 
disability groups where major treatment emphasis was required. As 
hemiplegia, quadriplegia and paraplegia indicate severe disability, 
a low level of ambulation and self-care ability would be expected 
initially. 
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Table 1. Number of Patients in Each D1sability Category 
Disability Categories 
1 
A. Neurological 
Number of 
Patients 
2 
1. Paraplegia••••••••••••••••••••••••••••••••••• lll 
2. Hemiplegia••••••••••••••••••••••••••••••••••• 85 
3· Quadriplegia••••••••••••••••••••••••••••••••• 42 
4. Progressive Neurological Conditions.......... 20 
5· Poliomyelitis................................ 13 
6. Other Neurological Conditions................ 11 
Subtotal. • • • • • • • • • • • 282 
B. Medical 
1. Arthritic•••••••••••••••••••••••••••••••••••• 33 
2. Cardiac Conditions........................... 22 
3· Miscellaneous Hedical Conditions............. 69 
Subtotal........... 124 
c. Surgical 
1. Orthopedic Conditions........................ 50 
2. Lower Extremity Amputations.................. 56 
3· Miscellaneous Surgical Conditions............ 68 
Subtotal.......... 174 
Total ••••••••• ~................. 580 
Such a large number of paraplegic and quadriplegic patients 
wo~a not usually be found in general hospitals. They are grouped 
at this hospital because it is a center for the treatment of patients 
with spinal cord injuries. As an extensive program of functional 
training is required by the very nature of the disability, an 
excellent opportunity to study the improvement of functional ability 
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is afforded. To only a slightly lesser extent this is also true 
of the other neurological cases and of the amputation group. 
While the extent of disability varied considerably among the 
medical and surgical categories, it is generally the more severely 
disabled of this group who are referred for treatment; therefore, 
some fUnctional training is usually required. However, these less 
seriously disabling conditions constitute less than half of the 
total number of cases considered. 
2. Ambulation Ability 
Ambulation Ability of Patients with Neurological Conditions 
A comparison of the pre and post-treatment ability of neuro-
logical patients to acco~sh fUnctional ambulation is shown in 
Table 2. 
Table 2. Comparison of Functional Ambulation Ability 
- Neurological Conditions -
per cen'ti per cen'ti 
I[sability Categories :lw!DE!r pre- post-
Treatment Treatment 
(1) (2) (3} (4} 
A. Neurological 
1. Paraplegia •••••••••••••• lll 6 29 
2. Hemiplegia •••••••••••••• 85 1 69 
3· Quadriplegia •••••••••••• 42 0 36 
4. Progressive Neuro- 20 5 45 
logical conditions •••••• 
c Poliomyelitis ••••••••••• 13 8 31 ,. 
6. Other Neurological 
Conditions •••••••••••••• 11 0 82 
Total •••• 282 
per cent 
Change 
(5) 
68 
68 
36 
40 
23 
82 
It is apparent that there was an improvement in the fUnctional 
a.mbulation of each disability category, within the neurological 
classification~ However, the amount of improvement varied consider-
ably, depending upon the disability. Although all of the neurolog-
ical conditions are considered seriously disabling, considerable 
improvement was noted during the period of treatment, even though 
functional ambulation was not always attained. Canes, crutches 
and braces were required by many of these patients to assist them 
in their ambulation activities. 
Paraplegia.-- The largest group of patients - those with 
paraplegia resulting from spinal cord lesions - actually show the 
smallest per cent of improvement in their ability to accomplish 
functional ambulation. This is directly related to the severity 
of the disability. Again, part of this improvement must be 
attributed both to some return of function and to proper ambulation 
training. However, as these patients were able to develop strong 
upper extremities return of function was less of a factor than was 
training in the use of crutches and braces. It should be noted 
that a much larger number of patients in this category could 
accomplish most of the ambulation activities, but did not meet the 
criteria for functional ambulation as previously defined, and, 
therefore, were not considered functionally ambulatory. 
Hemiplegia~-- Results have been reported by a variety of 
workers in terms of the ablli ty of hemiplegic patients to ambulate 
following a rehabilitation program. These results vary from 35 
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per cent to 85 per cent success with many variances due to age, the 
extent of the treatment program and the length of time following 
disability that the treatment was initiated. The 68 per cent 
change in this unselected group indicates a considerable improvement 
in ability to do fUnctional ambulation. This improvement must be 
attributed in great part to gait retraining, as improved motor 
function is usually limited in these patients. 
Quadriple£ta.-- Among the most seriously disabling of all 
conditions is that resulting from cervical cord lesions - quadriplegia. 
Although none of the patients with this diagnosis could walk prior to 
the initiation of treatment, 36 per cent were able to accomplish 
functional a.mbulation at the time of their discharge. Because of 
the severity of the disability, this accomplishment seems unusually 
high. It can only be accounted for by the fact that these patients 
had a varying amount of return of function in the lower extremities. 
Although the contribution of Corrective Therapy to this accomplish-
ment cannot accurately be determined it must have been of value in the 
strengthening and reorientation of the extremities and in gait 
retraining. 
Progressive Neurological Cond.i tions. -- The 40 per cent change 
in the group with progressive neurological conditions was unexpected, 
since by the nature of their diagnosis this group would be expected 
to deteriorate. It appears that training was of considerable value 
in improving and maintaining the a.mbulation ability of this group. 
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However, due to the progressive nature or these conditions, this 
ability probably was not maintained following discharge from the 
hospital. 
Poliosveli tis.-- As all the patients with poliosveli tis had 
varying degrees or paralysis or the upper or lower extremities, 
they might well have been included in the paraplegia or quadriplegia 
categories. However, because of their retention of sensation and 
tactical sense they are considered separately. The relatively 
small number or patients in this category show an increase or 
23 per cent in their ability to perform functional ambulation. 
It is interesting to note that this ing;>rovement is the same as that 
for the paraplegic group. Although this fact is undoubtedJ.y 
coincidental, it seems to indicate a similarity in the severity or 
the conditions and the ing;>rovement that can be expected. 
Other Neurological Conditions.-- The greatest ing;>rovement was 
noted in the small group classified as other neurological conditions. 
None or these patients was functionally ambulatory prior to treat-
ment, whereas, 82 per cent were able to walk functionally at the 
time or their discharge from the hospital. Again this must be 
attributed both to an improvement in the patients' neurological 
condition and to the prescribed ambulation and physical training. 
Even an exhaustive study of each case probably would not differentiate 
between these two factors and their relation to the improvement noted. 
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A.mbulation Ability of Patients with Medical Conditions 
Table 3 shows the changes that occurred in the ambulation 
ability of patients with medical conditions. These categories show 
a considerable improvement, with a very high per cent of all patients 
being able to ambulate functionally at the time of discharge. 
Table 3• Comparison of Functional Ambulation Ability 
- Medical Conditions -
perc 
Disability Categories post- Change 
Treatment T51--
B. Medical 
1• Arthritic •••••••••••• 30 gr 67 
2. Cardiac Conditions •••• 45 86 41 
3· Miscellaneous Medical 
Conditions •• •••••••••• 28 94 66 
Total •••••• 
Arthritic.-- Sixty seven per cent of the arthritic patients 
improved their ambulation abilities; all but one patient met the 
criteria for functional ambulation. Although the medical 
condition improved during the patient's hospitalization, the very 
fact that they were referred to Corrective Therapy seems to 
indicate the value of this treatment in achieving the high per cent 
of accomplishment in ambulation ability. 
Cardiac Conditions.-- In comparison with the arthritic and 
other medical conditions, a larger number of the cardiac patients 
were ambulatory at the time of referral. However, a 41 per cent 
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improvement is noted, due primarily to increased physical capacity 
and endurance which enabled them to perform all activities required 
to be classed as functionally ambulatory. Nevertheless, some 
patients were unable to meet the criteria prior to discharge. 
Miscellaneous Medical Conditions.-- A great variety of medical 
conditions were listed in this category. Slightly more than a 
quarter of these (26%) were classified as ambulatory at the start 
of treatment and were referred primarily for general conditioning 
or physical maintenance while hospitalized. At the time of discharge, 
94 per cent were ambulatory, indicating a rather high rate of 
improvement in this group. Only a small per cent were unable to 
meet the criteria for functional ambulation. 
Ambulation Ability of Patients with Surgical Conditions. 
Of all the categories studied, those found within the surgical 
classification show the greatest change. Although very few were 
ambulatory at the time of referral, their disability was quite 
easily overcome with the use of crutches or other prosthetic 
devices, in most cases. 
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Table 4. Comparison of Functional Ambulation Ability 
- Surgical Conditions -
Per cem; .l:'er cem; 
Disability Categories ~umber pre- post-
Treatment Treatment 
t~J \.2) {31 (4) 
c. Surgical 
1. Orthopedic 
Conditions ••••••••••••• 50 10 100 
2. Lower Extremity 
Amputations ••••••••••• 56 0 80 
3· Miscellaneous 
Surgical Conditions ••• 68 10 96 
Total ••• 174 
!Per cent 
Change 
(51 
90 
80 
86 
Orthopedic Conditions.-- Patients with orthopedic conditions 
show the highest per cent of change with the entire group being 
ambulatory at the time of discharge. Many were not ambulatory 
initially, due to their inability to bear weight on an extremity, 
pain, traction or plaster casts. However, all that was required, 
in many cases, was the issuance and adjustment of crutches and a 
short period of instruction in their use. 
Lower Extremity Amputations.-- None of the patients with 
amputations of the lower extremity could be considered ambulatory at 
the time of the initial prescription. However, 80 per cent of these 
patients were ambulatory at the time of discharge. This study has 
made no attempt to indicate how many of the patients were walking 
with prosthesis only, crutches only, or with a combination of 
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crutches and prosthesis; the important ract is that a high per cent 
or patients in this category could perrorm this important daily 
activity. 
Miscellaneous Surgical Conditions.-- A surprising percentage ( 900/o) 
of patients with miscellaneous surgical conditions were not 
ambulatory at the time of their initial rererral for treatment. 
This was due in part to the presence of recent or open incisions, 
pain, inability to bear weight, or confinement to bed ror other 
medical reasons. Therefore, a rather high per cent of change is 
noted, with 96 per cent or the patients ambulatory at the time or 
discharge. Many of these patients were also rererred for general 
conditioning and therapeutic exercise which resulted in improved 
ambulation ability as their physical conditions were corrected, and 
their endurance was increased. 
3. Self -Care Ability 
Self-care Ability of Patients with Neurological Conditions 
All disability categories within the neurological classification 
show improvement in self-care ability. This improvement ranges 
from 30 to 7 3 per cent, with the paraplegia category attaining the 
highest per cent of accomplishment. 
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Table 5. Comparison of Self-care Ability 
- Neurological Conditions -
Per cent Per cent · Per cent 
~sability categories ·~ pre- post- Change r 
Treatment Treatment 
(1) (2) (3) (4) 
A. Neurological 
1. Paraplegia •••••••••• lll 24 97 
2. Hemiplegia •••••••••• 85 19 74 
3· Quadriplegia •••••••• 42 10 69 
4. Progressive Neuro-
logical Conditions~~ 20 30 60 
5· Poliomyelitis ••••••• 13 39 69 
6. Other Neurological 
Conditions ••••••••• ~ 11 18 91 
Total ••••• 282 
.. 
Paraplegia.-- Improvement in ~he paraplegia category was 
extremely high, with 97 per cent of the patients completely 
' ~· 
independent in self-care activities at the time of discharge. 
(5) 
73 
55 
59 
30 
30 
73 
This group also shows the greatest change, with improvement noted in 
73 per cent of the lll patients in the category. Because of the 
seriousness of the disability, training in self-care activities is a 
major part of the rehabilitation program for paraplegic patients. 
Therefore, it can be assumed that the high attainment of this group 
was directly related to the training received. 
Hemiplegia.-- The results obtained in retraining hemiplegic 
patients to independence in self-care activities are shown in Table 5. 
Of the 85 patients in this category, 74 per cent were able to perform 
all self-care activities at the time of discharge from the hospital. 
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Improvement to independence was attained by 55 per cent of' the 
patients. As improvement in motor function is usually limited in 
these patients, it would seem that the improvement in self-care 
ability may be attributed largely to the retraining program. 
Quadriplegia.-- Sixty-nine per cent of the quadriplegic 
patients were completely independent in self-care activities at 
the time of discharge from the hospital. This was an improvement to 
independence for 59 per cent of the patients in this category. 
Considering the seriousness of the disability this attainment is 
considered quite high and undoubtedly is the result of the training 
given in these activities. A variety of self-aid devices were used; 
without them a much lower level of attainment would have resulted. 
Progressive Neurological Conditions.-- The lowest level of 
attainment in self-care ability is noted among those patients with 
progressive neurological conditions. Although 30 per cent of the 
patients were able to accomplish self-care activities initially, 
improvement to independence is noted in only another 30 per cent. 
However, because of the progressive nature of the disability, 
improvement in even a small number is considered significant. 
Poliomyelitis.-- One of the smallest percentages of change is 
noted in the group of patients with polionzy-elitis. Although 69 
per cent of the patients in this category were independent at the 
time of discharge, a larger per cent of them were capable of all 
self-care activities at the time of referral. Although the change 
in this group was disappointing, it undoubtedly reflects the 
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seriousness of the residual paralysis and the relatively small 
number of patients studied. 
Other Neurological Conditions.-- Independence in self-care was 
achieved by 91 per cent of the patients with general neurological 
conditions. As only 18 per cent of the total number were 
independent at the time of referral for treatment, a rather high 
per cent of change is noted. Although the number of patients in 
this category is small, the high per cent attaining complete 
independence in their self-care ability seems to indicate the value 
of retraining in these activities. 
Self-care Ability of Patients with Medical Conditions 
The medical categories show a very high attainment of 
independence in self-care activities. In general, the ability of 
these patients to accomplish self-care activities prior to treat-
ment was higher than that among the more seriously disabling 
neurological conditions. Consequently, the per cent of improvement 
was less but still averaged 35 per cent for the entire group. 
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Table 6. Co~ison of Self-care Ability 
- Medical Conditions -
Per cent 
~sability categories i»Wilb.l pre-
Treatment 
\J.) \2-J (3} 
B. Medical 
1. Arthritic ••••••••••••• 33 60 
2. C~rdiac Conditions •••• 22 63 
3· Miscellaneous Medical 
Conditions •••••••••••• 69 54 
Total •••••••• 124 
·Per cent f'Per cen 
post- Change 
Treatment 
l4J l5J 
gr 37 
91 28 
95 41 
Arthritic.-- Although 60 per cent of the arthritic patients 
could accomplish their self-care activities at the time of initial 
referral, there was still a 37 per cent increase to independence 
in this group. The high post-treatment per cent shows that only 
one patient was not capable of all self-care activities at the time 
of discharge. 
Cardiac Conditions.-- Of the medical categories, the cardiac 
patients were most capable of independent self-care initially. 
However, their final attainment was slightly less than that of the 
arthritic or other medical conditions. The per cent of change is 
relatively small at 28 per cent, reflecting somewhat the greater 
initial abiJ.i ty of this group. It is apparent that training in 
self-care activities was not as important to cardiac patients as 
were general conditioning exercises and increased tolerance to 
physical activity. 
t 
Miscellaneous Medical Conditions.-- Forty-one per cent of the 
patients with miscellaneous medical conditions improved their 
ability to independence in self-care activities. As a result, a 
high per cent (95~), of the 69 patients in this category were 
completely self sufficient in all their self-care activities at 
the time of discharge. Some improvement in the medical status of 
these patients occurred during their hospitalization, but retrain-
ing must be considered a factor in the group which accounted for 
the 41 per cent improvement. 
Self-care Ability of Patients with Surgical Conditions. 
With the exception of those with amputations, patients in the 
surgical categories had a high per cent of accomplishment in self-
care ability at the time of their initial prescription. In general, 
their disabilities did not limit their self-care activities, and the 
patients were referred primarily for general or corrective exercises, 
or ambulation training. However, there was measurable improvement 
and an extremely high rate of accomplishment following treatment. 
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Table 7• Comparison of Self-care Ability 
- Surgical Conditions -
Per cent 
Ddsability Categories .Numb~eJ: pre-
Treatment 
~~) ~2) 
_Ul 
c. Surgical 
1. Orthopedic 50 70 
Conditions •••••••••••••• 
2. Lower Extremity 56 41 
Amputations ••••••••••••• 
3· Miscellaneous Surgical 
Conditions •••••••••••••• 68 81 
Total •••• ~.~. 174 
Per cent Per cent 
post- Change 
Treatment 
~'+} _t5) 
100 30 
91 50 
99 18 
Orthopedic Conditions .o -- Improvement in 30 per cent of the 
patients in this category resulted in 100 per cent accomplishment of 
self-care activities at the time of discharge. Considering the high 
per cent of patients capable of independent self-care both pre and 
post-treatment, it is apparent that retraining was a factor in only 
a small number of patients with orthopedic disabilities. 
Lower Extremity AmpUtations.-- Improvement to independence in 
self-care ability is noted in 50 per cent of the patients with 
lower extremity amputations. Considering that less than half of 
the patients were independent at the time of referral and the 
seriousness of the disability, retraining was an important factor 
in attaining independence in 91 per cent of the patients at time 
of discharge. 
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M:l.scellaneous Surgical Conditions.-- With 81 per cent of the 
patients in this category independent at the time of referral, 
retraining in self-care can not be considered an important factor 
in their total treatment program. However, improvement was noted 
in 18 per cent of the total number, with the result that only one 
patient was incapable of independent self-care at the time of 
discharge from the hospital. 
4. Functional Ability of the Aggregate 
A comparison of the functional ability of the entire ~oup of 
patients without regard to their disability is presented in Table 8. 
Table 8. Functional Ability 
Pre-treatment Post-treatment Qhange 
Ability ~ber Number Per Cent Number Per Cent Number !Per Cent 
Ambulation 580 61 11 404 70 343 59 
Self-Care 580 241+ 42 517 89 273 47 
At the time of the initial referral only 61 patients or 11 per 
cent of the total were capable of functional ambulation. These find-
ings indicate that the greater majority of the patients were unable 
to accomplish necessary ambulation activities. Following treatment, 
70 per cent were considered proficient in ambulation, indicating 
improvement in 59 per cent of the cases studied. 
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The results obtained in retraining the patients in self-care 
activities show improvement to independence for 47 per cent of the 
580 patients. At the time of discharge, 89 per cent were capable 
of aJ.J. seJ.f-care activities, without assistance - a rather high 
per cent considering the seriousness of the disabilities of many of 
the patients. 
While these figures may be interesting in observing the 
results of a functional training program for a large group of 
patients, the great variation in severity of disability among the 
three major classifications reduces the significance of the figures 
considerably. Although the largest groups were composed of patients 
with the more serious disabilities requiring extensive retraining, 
other categories with less serious disabilities required minimal 
training to attain independence. Therefore, results obtained with 
the aggregate are less meaningful than those presented for the 
individual disability categories. 
42 
CHAPrER V 
SUMMARY AND CONCLUSIONS 
CHAPrER V 
SUMMARY AND CONCLUSIONS 
1. Summary 
A study of the ability of 580 patients to accomplish certain 
functional activities prior to and following treatment in a 
Corrective Therapy program was conducted. Emphasis was placed 
on the following factors: 
1. Ambulation ability at time of initial referral 
2. Self-care ability at time of initial referral 
3· Ambulation ability upon discharge from the hospital 
4. · Self-care ability upon discharge from the hospital. 
The subjects were patients in a Veterans Administration 
Hospital. Although varying greatly as to diagnosis and disability, 
they could be grouped into three general classifications: 
(+) neurological; (2) medical; (3) surgical. 
Neurological Patients.-- Since the hospital is a Spinal Cord 
Injury Treatment Center the neurological patients comprised the 
largest group; 282 or 49 per cent of the total. They were 
classified into six categories: (1) hemiplegia; (2) quadriplegia; 
(3) paraplegia; (4) poliomyelitis; (5) progressive neurological 
conditions; (6) other neurological conditions. 
Only 3.6 per cent of the neurological patients were ambulatory 
at the time of their initial referral to Corrective Therapy. upon 
discharge from the hospital, 45 per cent of the patients were 
functionally ambulatory with the greatest improvement noted among 
hemiplegic patients and the small group of patients classified as 
other neurological conditions. Thirty-six per cent of the 
quadriplegic patients and 29 per cent of the paraplegic patients 
could accomplish functional ambulation when discharged from the 
program. 
A much greater improvement occurred in self-care ability, with 
82 per cent of the neurological patients independent at the conclusion 
of the training program. As 22 per cent were independent initially, 
retraining helped 60 per cent of these patients attain their 
independence in self-care activities. 
In the major disability categories, the data shows that (1) 
97 per cent of the paraplegic patients, (2) 74 per cent of the 
hemiplegic patients, and (3) 69 per cent of the quadriplegic 
patients were independent in self-care when discharged from the 
program. Similar results were obtained with the other neurological 
classifications. 
Medical Conditions.-- Medical patients comprised 21 per cent 
of the total studied. They were divided into three general 
categories: (1) cardiac, (2) arthritic; (3) miscellaneous medical 
conditions. 
Overall, 93 per cent of this group were functionally 
ambulatory at the time of discharge from the program. As 31 per 
cent were ambulatory initially, the reSULts show that 62 per cent 
improved in ability to accomplish functional ambulation. 
The ability of the medical patients to accomplish self-care 
initially was quite high, with 57 per cent rated as independent. 
Following retraining, 95 per cent were independent, an improvement 
in 38 per cent of the patients in these categories. 
Surgical Conditions.-- Surgical patients comprised 30 per cent 
of the total studied. They were divided into three general 
categories: (1) orthopedic conditions; (2) lower extremity amputa-
tions; (3) miscellaneous surgical conditions. 
Of all the categories studied, those within the surgical classifi-
cation showed the greatest change in ambulation ability. Although 
only 8 per cent of the 174 patients were ambulatory initially, 
their disability was fairly easily overcome with crutches, canes 
and other prosthetic devices. Consequently, there was a high rate 
of improvement, with 92 per cent functionally ambulatory when 
discharged from the program. Patients with lower extremity amputa-
tions accounted for most of the surgical patients not classified 
as functionally ambulatory. 
In general, retraining in self-care was not an important factor 
in the treatment of surgical patients, except for those with lower 
~xtremity amputations. In the amputee category, 50 per cent 
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i~roved to independence for a final result of 91 per cent. 
Both the orthopedic and the miscellaneous surgical conditions 
categories showed a high per cent of patients independent in 
self-care at the time of referral for treatment. Consequently, 
less change was noted in these categories, even though all, but 
one patient, were independent when discharged. 
2. Conclusions 
All disability categories showed i~rovement in functional 
ambulation and in ability to acco~lish independent self-care. 
The amount of improvement varied considerably with the seriousness 
of the disability and was not the same for both ambulation and 
self-care ability. 
Corrective therapy for patients with neur~logical, medical and 
surgical disabilities consists primarily of exercise, ambulation and 
self-care training. The rate of change which occurred in ambula-
tion and self-care ability seems to indicate the effectiveness of 
this program. 
It can be concluded that the level of ability attained in the 
prescribed functional activities was an i~ortant factor in the 
co~lete medical and rehabilitation program which led to the 
patients' discharge from the hospital. This was especially true of 
patients in the seriously disabled categories. Furthermore, the 
satisfactory accomplishment of these activities indicates that the 
patient can be an independent member of his family in regards to 
his physical and self-care demands. 
In view of the relatively small number of quadriplegic and 
paraplegic patients capable of fUnctional ambulation at the time of 
discharge, it can be concluded that is is not necessary to walk to 
fUnction independently in daily life. Adequacy in self-care appears 
to be more important than walking and can be accomplished by a large 
per cent of all patients if proper instruction is provided. 
The results seem to indicate a relative level of ability that 
could be attained by patients in several disability categories. 
Of particular interest are the percentages of change and final 
levels of accomplishment of the neurological categories. These 
results demonstrate that rehabilitation to the point of self-care 
and discharge from the hospital is possible for many chronically 
ill and disabled patients. 
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<;HAPrER VI 
LIMITATIONS AND SmGESTIONS FOR FURTHER STUDY 
Limitations.-- This study consisted of a review of the ability 
of 580 hospital patients to accomplish certain functional 
activities prior .to and following treatment in a Corrective Therapy 
program. Certain limitations are inherent in this study. 
Patients were classified in groups according to their primary 
disability. No attempt was made to eliminate the many variables 
present within these groups. Factors such as age; length of 
hospitalization; time from onset of disability to start of treatment; 
length of time in the Corrective Therapy program; motivation; 
social, economic and familial backgrounds were disregarded. While 
it is recognized that these individual differences were present, 
group results were the primary factors under study. 
No control groups were available for a comparison of results. 
It was not feasible nor possible in this situation to with-hold 
treatment and functional training to provide a control group with 
which comparisons could be made. 
If self sufficiency in a wheelchair is considered as 
functional ambulation, much higher improvement ratios would have 
been obtained for the seriously disabled categories. 
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Wheelchair ambulation and independence in self -care may be the 
final physical rehabilitation objective for many patients. Yet, 
attainment of this objective permits discharge from the hospital 
and satisfYing social and vocational activity. 
It must be recognized that same patients attain physical 
independence and still remain in the hospital. Others with 
similar disabilities and receiving the same rehabilitation program, 
never attain independence and remain in the hospital. U'ndoubtedly, 
many of the variables previously mentioned contribute to these 
results. 
Recommendations.-- Many of the limitations inherent in this 
study suggest areas for further investigation. Therefore, the 
writer hopes that others will be stimulated to conduct studies in 
this field and makes the following recommendations: 
1. The time required to train patients w::t th various disabilities 
to self-care independence should be determined. 
2. The effect of age on the accoq>lishment of physical 
rehabilitation activities should be studied. Age as a 
factor in determining rehabilitation objectives might be 
considered. 
3· An anaJ.ysis of the movements and physical sld.lls required 
to accomplish each self-care activity would permit develop-
ment of a progressive exercise and retraining program. 
51 
4. A stu~ to ascertain the effects of the interpersonal 
relationships between therapist and patient is needed to 
further evaluate corrective therapy programs~ 
5. A follow-up stu~ is required to determine whether or not 
patients continue to carry out their functional activities 
following discharge from the hospital. 
6. A comparison of the accomplishments of patients with severe 
disabilities, who received adequate rehabilitation with a 
control group in a hospital without a functional retraining 
program is required, to determine the effectiveness of 
corrective therapy for certain patients. 
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Worksheet - Hemiplegia 
~ 
~mb. W/C .-.id Bed Name Amb W/C Ind • Aid Remarks r S/C 
X c. A. X X 2 adm. 1 yr 
X w. B. X also old A/K .a~ 
X E. B. X 80 yrs 
X J. B. X X recurrent 
X G. B. X X 
X c. J. X X 
X 
.,., P • X X ,c,. 
X E. V' I o X also hip frac 
X L. s. X X multiple disabil 
X H. w. X X 2 CVAs in hosp 
X F. s. X trans to NP hosp 
X L. L. X X 
~ X G. R. X X 80 yrs 
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' 
Funct:J..onaJ.ly ~:heelcha .1r Assistance Bed 
I Ambrl ,:, tnrv A.mbul ~ to't"v RAnlJ''t"Afl P~t · Pnt. 
Disability Categories !'lumber Number Per Cent t,umber Per Cent Number Per Cent l~ umuer Per Cen1 
"' 
Neurological I 
1. Parapl~gia I 111 7 ~ 6 20 18 11 10 73 66 I 
" 2. Hemipleg.J.a 85 1 1 15 
'. 
18 22 26 47 55 I 
3. ~uadripleg.~..a f 42 0 0 4 10 2 5 36 86 I i . 
4 Progressive Neuro-
• lo~ica~ Conditions 20 1 5 5 25 5 25 9 45 I 
5. Poliomyelitis ~ 13 1 8 4 31 0 0 8 62 I .t 
6 Other Neuro-
.. I 11 0 0 2 18 5 45 4 36 • loe-ical Conditions 
( ) I I~edical I 
1. Arthritic 33 10 30 10 30 5 15 8 24 ~ 2. Cardiac Conditions 22 10 45 4 18 5 23 3 14 
3 Other Medical 
• Condit1on.s 69 19 28 18 26 14 20 18 26 I 
Surgical I 
1. Orthopedic Conditions 50 5 10 30 60 10 20 5 10 
2 Lower Extremity 56 0 0 23 41 7 13 26 46 I • nmnutations 
3 Other Su~gica1 68 7 10 48 71 9 13 4 6 I • Conditions 
I 
TOTaL 580 61 11 183 32 95 16 241 42 I 
I 
V A FORM 7051 DATA SHEET EXISTING STOCKS OF VA FORM 7051 JUL 1949, WILL BE USED. I I tr U. S. GOVERNMENT PRIN MAR 1953 i 
I 
\ 
F 
1 
I 
59 
L,l 
APPENDIX C STA.TUS OF Pli.T I El'~TS AT T1?5E OF DISCH~lGE 59 
Functionally \. heelc hair Self-care Assistance 
hmh111 ~tn'Y'V Ambul :1tn1"V Indene1dence 'RPiltl • .,.,An 
' 
Disability Categories Number Number Per Cent Number Pe.c Cent Number Per Cent Humber Per Cen1 
I 
Neurological 
, 
" I 1. Paraplebla 111 32 29 76 --69 108 97 3 3 
2. Hemiplegia I 85 59 69 4 5 63 74 22 26 I I 
3. ~uadriplegia 42 15 36 14 33 29 69 13 31 l 
Progres s ive J:Ieuro-4
• 1nP'if'!.!'l1 f!nnni l:i nnJ:: 20 9 45 3 15 12 60 8 40 
~ .... 
' 
5. Poliomyelitis 13 4 31 5 38 9 69 4 31 
• 
6 Other neurolog-
• ;,..!), Condttinn~ 11 9 82 1 9 10 91 1 9 
I 
I~1edical I 
' 1. A-rthritic 33 32 97 0 0 32 97 1 :~ 2o Caru~ac Conditions 22 19 86 1 5 20 91 2 I 
3 Other 
1 <edical 
• Condi t:i nnJ:: 69 65 94 1 1 66 95 3 4 
j 
Surgical I 
1. Orthopedic Conditions 50 50 100 0 0 50 100 0 0 I 
2 Lo~er Extremity 56 45 80 6 11 51 91 5 9 I • .imnut HtionJ:: 
3 Other Surgical 68 65 96 2 3 67 99 1 1 I • Conditions 
j 
TOTAL 580 404 70 113 19 517 89 63 11 
' I 
- . . - -- . ---. ·-
' 
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